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Chapter I 
INrRODUCTION 
Mental illness in the United States has become an increasingly 
serious social and economic problem. There are currently SBS hospitals 
in the country, with 680,913 beds for neuropsychiatric patients and, if 
all psychotic veterans eligible to apply for admission to V.A. hospitalffi 
were· to be accommodated, we would have to place 100,000 patients in hospi-
tals.> having only 54,000 suitable beds. In the last decade the nation's 
population increased 14 per cent while the number of first admissions; to 
1 
mental hospitals rose 74 per cent. 
The veterans Administration will operate in 196o, when current 
authoriz.ed construction is; completecl3, 174 hospitals with 129,000 beds. 
Forty-two of these hospitals: will be predominantly psychiatric, and will 
have some 60,000 bedffi available for mentally ill patients. If present laws 
remain unchanged, by 196o about 1001 000 psychotic veterans: will be receiv-
ing, or will be eligible to apply for care in Veterans Administration 
2 
hospitals. As the veteran population grows; older the rate of psychosis 
generally increases;, as it tends; to increase with age, and an added burden 
will have to be accommodated. When we think of thes.·e alarming figures> in 
1 November, 1952 Interim Report, Council of State Governments, 
Chicago, Illinois. p. SO 
2 Veterans Administration, Department of Medicine and Surgery, 
Planning in psychiatr.r, Neurology, and Clinical Psychology - A Forecast 
1953-1960:- March, 1953. 
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terms of the average cost of ~8.25 per patient per 
j staggering economic load facing the country in the 
day, 
I 
we can perceive the ,
1 I 
not too distant future. 
I 
I 
The broad gauge answer to these problems lies in research. 
Identified mental illness, is increasing at a faster rate than is the 
general population. The achievement of an effective program 
for meeting the increasing load of psychiatric and neurologic 
disorders; in the Veterans Administration will depend upon the 
development, through research; of more rapid and more effective 
treatment methods. This; demands a broad research program which 
embrace$ basic inquiries: into the cause~ and nature of mental 
illness and critical evaluation of the results achieved frn 
specific type~ of cases; with special treatment measures. 
The particular answer& to these problems~ lie in the professional workerts, 
willingness to examine painstakingly his day by day work with patients in 
s~lectively delineated areas. 
Purpose of Study 
II 
One of the chief administrative concerns; of the Bedford Veterans Ad- , 
ministration Hospital, and similar institutions, is the high rate of patient 
re-admission. "Somewhat over half of the patients, who are admitted have 
been here before. The return of these patients; serves= to reduce the number II 
. 5 
of beds: available for treatment of nem patients,." Therefore, there would 1,1 
·seem to be a vital need for careful study of the effectiveness of trial 
I 
visit as it ia the means by which Social Service helps the patient test out II 
his ability to remain in the community. It is generally accepted that 
3 Ibid. P.7. 
4 Ibid. p .ll~ 
'I 
5 Charles L. R0 se, "A Study · of Re-admission." Bedford Research I 
August, 1952, Volume 2, Number 1. p.lO 
il 
2 
mental illness: is different from a self-limited physical disease, and 
that to achieve -and maintain any level of improvement takes time and skill 
on the part of the therapist and requires: the quality of treatability in 
the patient. In many cases, continued out-patient psychiatric care fol-
lowing discharge from trial visit is; necessary to maintain the gains 
achieved during trial visit. 
It is safe to say that most patients leaving mental hospitals are in 
an improved state rather than actually cured. Many of them are going to 
need some additional help and protection for a time, if they are going to 
6 
maintain themselves outside the institution. The purpose of this thesis 
is to examine the group of patients which comprises Section Three of the 
trial visit study to see, first, how these patients adapted themselves. to 
the conununity; second, how Social Se~rice helped them to adapt; third, to 
s~~ if these trial visit patients are suitable for continued care in an 
out-patient psychiatric clinic, such as the Boston V.A. Mental Hygiene 
Clinic, and fourth, to examine what out-patient ps.ychiatric care is avail-
able to them. 
Plan and Method of Study 
A group study of trial visit by four graduate students from tw.o 
schools of S'ocial Work was set up with the cooperation and guidance of the 
II 
I 
I 
I 
!I 
I 
Staff Social Service Supervisor in Charge of Research, Mr. Charles L. Rose, 1 ~ 
6 Henry Freeman, "Casework with Families of Mental Hospital 
Patients-, 11 Journal of s ·ocial casework, March, 19b.7, P. 107. 
II 
3 
'I 
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and the Psychiatric Research Consultant, Dr. Daniel Fun.l{enstein. The study I 
II 
encompasses all trial visit patients with whom Social Service had previously 1 
been working and who left the Bedford Hospital on trial visit between II I 
II 
January 1, 1951 through December 31, 1951. There were 169 of these pa- II 
I 
;I 
The project was divided into four parts. tients·'· Parts I, II and III 
included all patients who were supervised by hospital social workers while 
on trial visit during that period. Part IV covered those patients; who were· ;I 
supervised by Boston Regional Office social workers while on trial visit 
during that period. I 
For the first three parts, the year was divided chronologically into I 
three sections.: 
part I covers the patients on trial visit from January 1 to April 27, 
1951. There were thirty-nine patients in this part. 
Part II covers the patients on trial visit from A~il 27 to August 11, I, 
_p- II 
1951. There were thirty-nine patients L~ this part also. 
Part 
/I 
III, which is this part, covers the patients from August 11, 1951'
1
1 
to through December 31, 19)1. There were forty-four patients I 
in this part. 
Part IV numberS! forty-seven patients and covers the remaining group 
of patient$ on trial visit who were supervised by Regional 
Office social workers. 
The students met with ~!lr• Rose at frequent intervals to set up the project 
and!. a schedule was worked out for the study of cases; by case items. These 
were designed to measure important factor~ in the patient's adaptation to I 
II his environment while on trial visit. Some of the items were designed to 
4 
5 
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determine the social work methods used. I 
il Through discussion, the group agreed on the ways of obtaining the in-
1 formation; that is, by the study of S0cial S.ervice records, clinical re- :1 
cords, registrarrs records, and by intervimvs with each patientts Social 
Worker. The group also agreed on the method of scoring the information, 
I I and an instruction sheet was worked out for use as a reference. Then 
twenty schedules; were tested to validate the scoring, w.i th each member of 
the group checking the same twenty caseS>. The findings were compared and 
discuss_;ed so that there would be as little ,_rariation as possible in gather-
ing the material. From this point with the basic material as a reference 
each student developed his part of the study as his interests dictated. 
Setting 
Bedford Veterans Administration Hospital is located in Bedford, M9,ssa- 11 
chusetts, about twenty miles: from Boston. It receiveS3 mentally ill veterans 11 
from the geographical areas of Eastern Massachusetts, Ih~ode Island, New· 
Hampshire, Vermont, Maine and Eastern connecticut. The hospital census num-
bera 1,765 veterans, both male and female, who had war or peacetime service I 
l
in the armed forces -. There is a current list of those awaiting hospitaliza- I 
tion of L13 non-service-connected veterans and 1L.5 service-connected veter- I 
a ..........  
7 
II ~=· If one reviews the figureS3 of the Veterans Administration Forecaat 
of March of this year, the only conclusion possible is that these figures; 
~1. increase also. 
I~ 
I· 
7 Interviewr with Miss Elizabeth Ahearn, Assistant Registrar, Bedford 
Veterans Administration Hospital, April 9, 1953, Census as of 
April 18, 12:00 p.m. " 
II 
II 
II 
II 
I 
Presently there are 141 veterans carried on the act ive rolls of the 
Bedford V.A. Hospital vn1o are living outside the hospital in various com-
8 
munities on t rial vis·it status. 
It is the general practice of hospitaLs to plan trial visits and the 
patientts subsequent discharge from the hospit al carefully. As these 
veteran citizens begin recovery from their illnesses there is the prohlem 
of re- integrating them into their homes_, and communities. The current trend-
i s t o do this at the earliest possible moment in their recovery by a period 
of trial visiting ~ Trial visit is leave granted to patients who are deemed 
·Hell enough t o continue convalescence in the community with some hospital 
supervision by Social Service. This leave is r enewed every three months 
and i f, at the end of one year , the patient continues to adjust well, he i $ 
discharged from the hospital rolls. 
Social Service a-t the Bedford V.A. Hospital has stressed continuity 
of service fo r the patient from admission through trial visit to discharge, 
and, in selected instances, post.-discharge service if the particular situa-
tion warrants it. For ins t ance, if it was clear that continued casework 
would mean the difference between a patient •s staying in the community and 
re-admission to the hospital, an effort would be made to give the patient 
this service. 
The Social Worker has distinct r esponsibilities to the 
patient during his trj_al visit period. She maintains 
a continuous supervisory relationship according to his 
needs and to the situation as she sees it. She must 
focus on possibilities of the impact of family patterns, 
8 For purposes of this study , Fos te r Care patients are 
i ncluded with the regulab trial visit patients.., 
II 
I 
I 
'I 
" I. 
I 
II 
II 
I! 
cultural elements, and interactio~ 
living in the patient• s community. · 
of individuals 
II 
If the patient becomes upset, the Social W0 rker can handle him in such ;1 
a way that his eventual progress will not be retarded. 
Professional competence enables her to observe and 
evaluate these attitudes and relationships and, 
in the end, she must share the same concern for the 
patient's recove~r as that of the psychiatrist al-
though the responsibility is different.lO 
II 
The Social W0 rker is the only connecting linlc for the patient between 1
1 
I 
the protective environment of the hospital and the vicissitudes of life in I 
the community. A great deal of planning and cooperation "With the medical II 
II 
staff precedes this responsibility. It is the Social Worker's supervision 
of the patient on trial visit that greatly affects his ability to tole rate 
I 
Much of the stressas and strains arising from his return to the community. 
the effectiveness of treatment, the possibility of discharge, and the pa-
tient' s success in corrnnunity living depends: on the services that the psy- 1 
I 
' chiatric S 0 cial W0 rker contributes to the hospitalized patient in relieving 
the tensions and stresses arising from problems in the outside world.. Per-
haps even more important is the effect of efforts directed t mvards the pa~ 
tientr s family. Upon the changedattitudes of the family depends much of 
11 
the success of social rehabilitation after discharge. 
9 Irving Greenberg, "Role of the Social '\'f0 r ker in a Ps:,.·chiatric 
H0 spital, 11 Information Bulletin 10-29, Department of Medicine 
and Surgery, October, 1942, p . 7 
10 Ibid. 
ll Dr. Harry c. Solomon, "Treatment of the Psychoses," Psychiatric 
Quarte:dy, January, 1951. . I 
I 
Jl 
II 
7 
Social Service policy is as flexible as p ossible within ti..me and 
staff limitations, and the frequency of Social W0 rk contacts or visits "V'd.th 
patients and/or the predominant figures during t rial visit varies. Each 
The Social S8 rvice Department has deter m:L'1.ed that the usual trial visit pa-
tient feels more secure and adapts better to home and the community if he ia 
s .een regularly at intervals which are flexible and always geared to in-
di vidual needs. There is, however, the increasing pressure of numbers,, 
and post d ischarge care is necessarily selective: so that the problem of 
referral of patients for continued out..-.pa.tient psychiatric ca.re is-: one which 
constantl y faces the S'0 ci.al Service D8 pa.rtment. 
8 
I ' 
I 
Chapter II 
THE PATIENT ON TRIAL VISIT 
The effectiveness of the patient's trial visit period cannot be 
measttred by the numbers or even kinds of activities in which he participates! 
but rather by his ability to adapt himself to his environment an d t o IT'ain-
tain rel~tionships. Fol' ilJ.st.ance, it would be meaningless· to consider a: 
patient improved from a completely inactive state and very limited contacts, 
at home if, when he finally went to the corner store for a drink, he spoke 
I 
to no one and took no interest in his surroundings. Therefore, in this I 
chapter we will present the pa.tientts adaptation to the community in terms: 
1
! 
of his relationships during trial vis it through his g eneral orbit of social-!! 
ization both within and out s ide his immediate environment . we will examine 11 
both his employment relationships arrl his relat i onships with the S'ocial 
''forker. We will.. also consider by wlat mears the S.ocial 'Vforker helped him 
establish these relationships .. 
Frequently the patientts r et urn to the corrmmnity is colored 
bjr the r:ersonal anxieties and social fears of those around 
him. Orten he has to prove to them that he is not ''crazy n. 
Thos e about him are frequently over-quick~to interpret human 
var iat ions as sigP~ of returning illness. -
:M0re of'ten t han not , it is against such a background that the patient has 
to begin his adaptation to various persons in his environment. 
12 Henry Freeman, "'Casework with Families of Mental H0 spital 
Patients ." Social casework, March, 1947, Vol. X..XVIII, No.3 
' 
,, 
il 
9 
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Trial visit for the patient is not always a smooth and therapeutic j 
path.. Sometimes a patient may require several attempts at trial visit be- I 
I fore he can successfully complete the provisional year and is able to con- ! 
! 
tinue on in the community without supervision. Some, of course, achieve, 
at best, a precarious balance and require continued care after discharge. 
The problems of continued psychiatric care for trial visit patients will be 
explored in the following chapter. 
The Chief of Professional Service at Bedford v. A. Hospital states 
very clearly: 
During the patient's hospital stay, it is the joint responsi-
bility of the Psychiatrist and s~ocial Service Worker, utilizing 
all the information and assistance which can be provided by 
the patient, by relatives, by nurses, psychiatric aids, psycho~o­
gists, chaplains and others to elicit and evaluate the resources 
and potential assets of the patient and the community to deter-
mine how these can best be mobilized towards gettin~ the patient 
out of the hospital and keeping him out.l3 
The Social Worker is obviously the person on whom most of the responsil 
II 
I! 
'I 
bility falls for keeping the patient out of the hospital as she is the one 
who visits the patient during trial visit. As a person who has had ex-
perience with keeping patients adapted to the community, she is not unfa~ 
iliar with periods· of crisis that arise during trial visit. However, many 
patients go through their adaptations to new situations and relationships 
at a relatively steady pace. 
~ I 
, •. -----
1 13 Jay Hoffman, Treatment Goals for ~ Neuropsychiatric 
Hospital, p. 
II 
I 
10 
GENERAL CHARA.CTERISTICS OF PATIENTS STUDIED. 
TABLE l 
AGE AND SEX DISTRIBUTION 
Age Male Female 
Under 30 ll 8 3 
30 - 39 18 15 3 
40- 49 4 4 0 
50 and over ll ll 0 
Total 44 38 6 
Of the forty-four patients 88 per cent were male and 12 per cent 
1"'ere female. The age distribution was: 24 per cent under thirty; 
40 per cent between thirty and up to forty; 9 per cent between 
forty and up to fifty, and the remaining 27 per cent fifty and over. 
Table 2 
}JrA.RITAL STATUS 
Status Male Fem.ale 
Married 12 10 2 
Single 31 27 4 
Widowed 0 0 0 
Divorced l l 0 
Total 44 38 6 
The marital status was: 27 per cent married; 7l per cent single; 
0 widowed and 2 per cent divorced. 
ll 
I 
'I I, 
1: 
=========---
TABLE 3 
YEARS SINCE PATIENI' FIRST HOSPITALIZED 
WJB.le Female 
Unde r 3 years 12 8 4 
3, wnd up to 6 years ll.. 9 2 
6 and up to 9 years 7 7 0 
9 years and over 14 l4 0 
Total 44 38 6 
, In order to get some picture of the duration of illness of these pa-
11 tients, we looked ai
4 
the length of ti.J}le since their first hospitalization j 
I for mental illness. Of the forty- four, 28 per cent have been hospitalize~ 
l1 1ess than three years, 25 per cent between three and up t o six years, 16 per I 
~~ cent between s ix and up to nine years and 31 per cent nine years and over. 
1
• It would appear then that the length of time since the patient was first 
I hospitalized· would not necessarily deter the patient from trial visit since 
I 
: the greatest percentage of these trial visit patients have been hospitalized 1 
I the longest. 
II 
II 
I 
14 Registrar•s Records: Bedford V.A. Hospital. 
12 
==- --~ 
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I 
I 
TABLE 4 
DIAGNOSIS, 
Diagnosis Male Female 
Schizophrenia 31 29 a 
Affective Disorder 7 5 2 
Psychoneurotic Disorder 1 0 1 
Organic Psychosis 2 2 0 
Other 3 2' 1 
Total 44 38 6 
Diagnostic nomenclature is no longer the definitive stamp of 
prognosis. Today it is used as one tool in the evaluation of tha 
&trengths and weaknesses of the patient. It is far more important to 
learn how the patient operates in his life situation than to labor over 
his diagnosis. The tabulatiom of the diagnoses is offered here as a small 
part of the total pbture. The diagnoses of these forty-four patients 
have been classified under five categories; Schizophrenic Disorders; 
T 
I 
I 
Affective Disorders; Psychoneurotic Disorders; Organic Psychoses, and Other 1 
(i.e. alcoholic psychoses, drug addiction, psychoses unclassified). 
Schizophrenia is one of the most frequent illnesses among the major 
psychoses and the large number found among the patients studied is con-
sistent with the age distribution since twenty-nine are under forty, and 
13 
1
, schizophrenia is known to have its most frequent onset in early adult lif'e. 
II L 
'I 
II 
I 
TABLE 5 
INCOME FROM PE"tlS IOI£ 
II 
Income from Pensions Male Female 
!I 
Service-connected pension 27 24 3 
Non-service-connected I 
pension 7 6 1 
None 10 8 a 
Total 44 38 6 
Service-connected pension means that the patient's illness was either 
I caused or a ggravated by service 11dth the armed forces:. Non-service-con-
I nected pension means that the patient's disability was not traceable to 
active service. Sixty-three per cent of the patients in this study had 
I service-connected pensions, 13. per cent, non-service connected pensions 
)I and the remaining 24 per cent had none at all. 
A great many of the single or married patients live at home with a· 
~~ parent or spouse during trial visit, therefore the immediate financial 
1! status of the patient is not usually a major factor in determining the pa-
il tientts readiness- for trial visit. During the interval of the patient's 
II hospitalization most families make whatever financial adjustments are neces-
1 
sary, so that by the time the patient returns home it is possible to absorb 
II temporarily, at least,. any added expense. 
1 In summary then the general characteristics of these patients on trial 
ll visit are as follows: the group is predominately male, 40 per cent of whom 
I 
14 
15 
II 
I 
are hetween thirty and forty years of age, wi t!l. 71 per cent s i nrr le. T~irty 
per cent have l1een hos pitalizeo :'or nine years or more and 70 per cent have 
the diag;1osis of schizophrenia. Sixty-three per cent are receiving service-
connected disahility compensation. 
PATIENTS ADAPI'ATIOH TO THE CDMl\'lUNITY 
Table 6 
ORBIT OF SOCIALIZATION 
Male Female 
Confined to home 20 18 ?. 
Outside (Limited) 12 10 2 
outs ide 6 6 0 
Outside (Plus) 6 4 2 
Total 44 3:8 6 
Orbit of socialization is an =:.t.tempt to measure the patient ' s ability 
to relate to persons in his environment. It is of prime importance to 
get at the extent of the patient t s i:J.terpersonal relat ionships. Althou~h 
the dimension used is e;eographical, that is, whether the patient soc ializes 
at home or in the conmunity, the main emphasis is in terms of the i nter-
personal c ontent of his activities in his various orbits. This item was 
divided into f our categories: Confined to Home; Outside Limited; Outside, 
and Outside Plus. 
Confined to Home are those patients who limit their interpersonal 
relationships to persons they have contact ~dth at home . The follo ~ing is 
an example of such a patient: 
A fifty-six year old male with a diagnosis of manic 
depressive is married and lives with his -wife . He is 
a short, heavy, barrel-chested man, with a ruddy 
complexion. He is well dressed and neat looking . His 
attitude is friendly and affable and he always expresses 
pleasure a.t seeing the Social iivorker, yet in his orbit 
of socializatioct be lives; a secluded life. He ~ry 
rarely leaves the house, although he has relatives he 
could visit in the. immediate neighborhood . He stays 
at home, reads a lot, and plays cards vdth his wife . 
He :iB not employed, nor has he made any effort to look 
for work. 
Outside Limited includes those patients who h::we i nterpersonal re-
lati.onships with people outside the home, but are res t ricted to a very 
few people, either relatives or close friends. They are still essentially 
solita~J types, but not r estricted entirely t o home . For example; 
A twenty-six year old male with a diagnosis of schizo- . 
phrenic reaction, catatonic type chronic severe is 
single and lives with his sister . He is a shy, rigid-
looking person who talks in a forced way. His orbit of 
socialization includes going to the mo>nes and visitD!g 
relatives and friends. His neighborhood relationships 
are casual and he keeps people at a distance. He feels 
t hat people in the neighborhood know him and accept him. 
He is not employed, but he has looked for work. 
Outside categorizes those patients whose socializations extend beyond 
relationships with relatives and close friends at home . These patients 
behave in the manner of the average person. 
outside Plus are thc:s e patients who made an outstanding adjustment 
in regard to quality and quantity of interpersonal contacts as compared 
to the general g roup. The following is an example of Outside plus: 
A thirty-one year old 1nale with a diagnosis of 
schizophrenic reaction, paranoid, hallucinatigns 
and delusions, -is now in complete remission.l::> 
15 Richard H. Hutching s, M.D . D .Sc ., Psychiatric Wo rd Book 
"[lt.h Ed ;, Utica, NY: State Hospital Press, 1943. Definiti on: 
11The temporary abatement of symptoms · " 
II 
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He is married, and he and his family live with 
a married brother. He is good-looking, '"Vith 
dark, curley hair, presents a very neat appear-
ance . He went to work t he day after he left the 
hospital, and his home l ife and relationships 
to ~is wife and children have steadily r esumed 
their former level . For example, he r,oes shopping 
with his wife or "baby-sits 11 if that is necessary, 
and the couple go together to church rm 31n<1ays. 
His adaptation to t he cnnmunity has been on a p re -
hospital level. 
Or the f orty-four patients studied, L.S per cent were confined to 
I! Home, and 55 per cent range f ron 1utside Limi..ted to Outside Plus. 'Eherefore 
11 over half of the patients on trial visit are able to form relationships 
j outside their home environment. 
Table 7 
Ei·.WLOYMEFT 
Male Female 
Re>?;ular 10 8 2 
Irregular 6 6 0 
Not Employed (but looked) 8 8 0 
No Employment 20 17 3 
School 0 0 0 
Total 44 39 5 
I' I 
I 
II 
I 'I I Social Work ers are apt to put considerable emphasis on e:ettin~ the pa-
li tient to ?.'0 to work as a means of rehabilitation , 16 yet this has not proved 
be one of the prime factors in the patient ' s succesRful readjustment t o 
16 &ee Table 8 11 Mediu.m used by Social :Yorker," P.l9 
17 
the community., The use of the factor of employment here is; of interest 
as an indication of the patientrs increased ability to form another kind of 
relationship. Employment was divided into four categories; as follows.: 
Regular Work, which is full time employment, defined as a minimum 
of thirty hours a week, remunerative, for a consecutive period coverinP at 
least half of the tri al visit period. 
Irregular Work, which is less than "Regular Work", but no less than 
the equivalent of one-sixth full employment during the trial visit period. 
No Employment (But Looked For It). In order to distinguish the pa-
tients with no employment from those who were able to leave home and apply 
JJ for work, however unsuccessfully, this category was devised. 
I 
I 
,, 
Not Employed, which is patients not employed. 
or the total number of patients employed, both regularly and irregu-
larly, which is sixteen, it is interesting to note that in their Orbit of 
Socialization fourteen range from Outside Limited to Outside Plus. Of the 
remaining patients , two, whose Orbit of Socialization was Confined to Home, 
both worked irregularly, one in a denominational college, where he lived 
and worked as a kitchen helper, and the other worked sporadically as a 
salesrr~n (his previous occupation). Actually this latter patient would be 
gone for hours driving his car, and would have made one, or at the most, 
two contacts which had been long established, and would then return home. 
He made no new contacts or relationships. 
17 Charles 1. Rose, "St,udy of Readmissions", Bedford Research, Vol. 2,
1
11 
No. 1, August, 1952, P. 11. 
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How the Social Worker Helps the Patient Adapt to the 'Community. 
The Social Worker extends continued hospital s ervice to the patient on 
trial visit, and it is of major importance for her to establish good rela-
tionships with the patient and the key figures surrounding him as soon as 
possible. 
Social Workers •• • can assist the psychiatric patient in hol ding 
on to the external realities, can relieve his immediate situa-
tional anxieties, and by the very natu:re of their relationships 
enable him to keep in touch with his social environme nt. The 
worker who is secure with the mentally ill patient can offer hi m 
sympathy, interest, and friendliness, and, as the patient becomes 
comfortable in this relationship, he is better able to relate · 
to other people.l8 
Table 8 
!11ED IUM USED BY SOCIAL WORKER 
Total Hale Female 
Employment 12 11 1 
Somatic complaints 1 1 0 
Familial 10 9 1 
Non-specific media 10 10 0 
Family care 5 4 1 
Financial ~ 1 1 
No relationship established 3 2 1 
Other 1 0 l 
Total 44 38 6 
18 Margaret Shea, "Planning for psychiatric Patients, 11 Social case 
Work, December, 1950, P. L.21. 
I 
I 
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In determining hm~ the Social Worker helps the patient to adapt to 
the community the specific approach to the patient was studied. It was 
determined that frequently a medium of approach was used. That is, help 
was given through a specific reality problem, such as employment, or help 
with finances, or with family problems . Thus by giving a service relation-
! ship was established. Some patients were not approached through specific 
media, but through the case work relationshjp itself. This was termed non-
specific. Some patients were unable to relat e to the Social Worker at all 
and were considered not to have been helped. 
Evaluating the forty-four patients studied there were t wenty-four 
helped through a specific medium, i .e., twelve with employment, ten 'r.Lth 
familial problems and two with financial problems . Sixteen were helped 
through non- specific media, ie., one through somatic complaints, ten thr ough 
the case work relationship and five through their family care relationshi ps. 
Four patients were not helped at all. Three were not able to make a rela-
tionship and the fourth,tabulated as Otl~ r, was a young married female who 
ll 
because of her specific illness would have no direct contact with the Social I 
worker but related to the doctor instead. The doctor in turn conferred with I 
the Social Worker about certain of the patient's reality problems. 
It is noteworthy that of forty-four patients only four had no relation- '' 
ship with the Social Worker at all, and forty were able to accept help in 
their adaptation to the community. 
~~ ~=======~~=-=========== 
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Table 9 
FIGURES WORKED WITH 
Male Female 
Patient 12 9 3 
Patient and multiple figures 20 19 1 
Parent and multiple figures 5 5 0 
Spouse and multiple figures 5 4 1 
Others 1 0 1 
Mixed 1 1 0 
Total 44 38 6 
In order to show the persons through whom the Social Worker was able 
to work to help the patient, the available data were tabulated in Table 9. 
It would appear that the most prevalent practice was to work with both pa-
tient and multiple figures. BY multiple figures is meant surrounding 
figures, such as relatives, employers, and other members of the patient's 
community. The next moot prevalent practice is shown to be work with the 
patient only. This would seem to poL~t up the fact that the majority of 
the forty-four patients studied were able, with the help of the Social 
Worke r, to assume some responsibility for their own affairs during trial 
visit. 
I 
I 
I q 
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Table 10 
FREQUENCY OF CONTACTS 
Male Female 
More than once a month 21 20 1 
Once a month to once in two months 19 16 J 
Once in two months to once in 
three months ) \ 2 1 
Less than once in three months 1 0 1 
Total 44: 3B 6 
Of the forty-four patients studied:,. twenty-one were visited n·more 
than once a month'' ', nineteen were visited n:once a month to once in two 
monthsfll, three were visited "'once in two months to once in three months"' 
I 
I 
·I 
and one patient was visited less than once in three months. In other 
·words:, over 90 per cent of the trial visit patients and/or multiple figures; 
were seen once a month or more frequently. 
There were specific reasons for so maqy patients being seen in the 
more than once a month category. A few were student cases so that more 
time was available for them as it was a learning experience for the 
student . The Family care patients, of which there are five included in 
this study, were seen more often routinely since the hospital assumes 
more responsibility for these patients .• 
22 
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Table ll 
HOSPITAL RETURN A VERL'ED 
Male Female 
Preventive work Z1 24 J 
Emergency l l 0 
No evidence 15 12 J. 
Recommended return 1 1 0 
T.otal 44 38 6 
In an attempt to find out what the Social worker did during trial 
visit that helped to keep the patient from returning to the hospital, each 
of the forty-four patients studied was discussed with his Social 1f{brker .19 
The worker~ of twenty-seven patients felt that their trial visiting had 
been expediently planned over a period of time so that they had prevented 
conditi ons from arising which in the past had been known to cause a patient~ 
return to the hospital. It is interesting to note that of these 27 pa-
tients, 17 had been visited oftener than once a month. 
One case counted an emergency was that of a patient who went from 
He required emer-
gency attention from the S-ocial Worker, who, thr ough his relationship with 
I 19 Pl. an and met hod of study. P •. ) 
I' 
I 
II 
il 23 
---
the patient was able to avert hospital return. 
In fifteen cases each s ·ocial worker stated frankly that there was no 
indication that hospital return had been averted due to performance on his 
part. There was a feeling that other factors were more important in the 
patientts stay in the community. 
In one instance hospital return from trial visit was recoro~ended and 
carried out because the patient's behavior shm<ed that he had been allowed 
trial visit prematurely. 
Looking at these forty-four patients then, it can be affirmed that 
a majority of them can be helped to stay out of the hospital through pre-
ventive work by the Social Worker, and that frequent visiting by the Social 
Worker is important in effecting this help. 
In summary we have a group of representative, usual, trial visit 
patients, many of whom are able to adapt themselves. to the community in 
li terms; of being able to form relationships outside their immediate environ-
! 
II 
I 
I 
ment. The S,ocial Worker helped in this adaptation by using casework rela-
tionship and/or specific media. Regular and frequent visits with the pa.-
tients was an additional factor in most instances which helped to avert 
hospital return. 
24 
Chapter III 
CONI'INUED PSYCHIATIUC C'.AFIE FOR TRIAL PATIENTS 
Te rmination of trial visit means dischar~e of a patient from the 
hospital rolls. It means that, technically, tl18!'e is no longer a bed for 
him should he wish to return to the hospital for further care . If he de-
l sires to return, unless his illness is service-connected or an emergency, 
I he will be put on a list to await. hospitalization. Therefore it is im- II 
portant to examine what treatment is available t o trial visi-t patients after I 
discharge and to see how they fit, in to such treatment programs. 
I The Veterans Administrat ion has set up throughout the country sixty-
lfour out-patient mental hygiene clinics which are currently treating 18,500 
patients. 
The Mental Hygiene Unit of the Boston Rer-; ional Office of 
the Veterans Administration was established in March, 
1!91-~.6 , to provide ambulato!"J treatment fQr the l arge 
number of psychiatrically ill veterans.LO 
The Of ficial Circular ~fumher 169, Veterans Administrat ion, July 15, 
I 
1946 states, "This program will s erve to alleviate a minor neuropsychiatric 
illness, prevent the development of a more serious illness and consequently II 
reduce the number of veterans requiring hospit alization. n 011e of the major 
treatment goals of the BaS ton Mental Hygiene Clinic ~ontinues to be that of 
I 21 keeping the patient out of the hospit al. 
~~~-----2-'0--V-e_t_e_r_a_n_s Administration, Department of Medicine and Surgery, 
Plann ing in Psychiatry, Neurology, ~ Clinical Psychology. - A 
Forecast 19)3-1960. March, 19)3 . 
21 A Mental Hy,c; iene Clinic - Its 1'1 Morris H. Adler., lCD., and others. 
Organization and Operation. P. l-1. -- I 
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If the veteran is non-service-connected for his illness the law in 
1 respect to out-patient care leaves him in the same status as any other 
23 
civilian. "Ris health needs fall outside the jurisdiction of the 
I I veterans Administration, and are the concern of the United States Public 
'i Health Service, or the state or local units of public and private health 
II 24 
! organizations." 
I 
If the non-service-connected veteran is discharged from 
II the hospital, tt:it is to the same community resources upon which any civili~S ~ 
il relies that the veteran too must turn for continuity in out-patient care.n 
I I I 
I 
·i I 
II 
II 
II 
I 
I 
Let us take the forty-four patients studied and look at them in 
reference to continued out-patient psychiatric care. 
26 
Twenty-seven of them I, 
are service connected and are legally eligible for treatment in a veterans II 
Administration Mental Hygiene Clinic. However, acceptance in any out- I' 
patient clinic does not depend on a Sll1gle factor. Either expressed or im- I 
plied, the clinic will want to find out whether or not the patient is treat- : 
able and whether or not he wants treatment. 
In the Boston Mental Hygiene Clinic, the acceptance of a patient 
22 Interview with Dr. Saul Holtzman, Chief Psychiatrist, 
Boston Mental Hygiene Clinic, April 1, 1953 
23 Jack Stipe, Veterans Administration Social 
S.ervice Program, p.6 
24 Ibid 
25 Ibid 
26 Chapter 2, Table 3, p. 12 
I 
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is based on three cri teria: 1. Eligibility; 2. Treatability; 3. Motivation. 
Although legal eligibility is determined by service connection, there is an-
other practical consideration at this point. The clinic was set up origin-
ally f or the care of veterans in the Metropolitan Boston are~, and the pa-
tierrt population at Bedford Hospital covers a wide geographical area. Some 
I! dischar ged patients would find it impossible to get to Boston regularly for 
cont inued care. For instance, t wo of the patients live in New Bedford, one 
i n Foxboro, one in Braintree, and one as far away as Thomaston, connecticut. 
:1 Treatability 
The qualities which make a patient Ruitable for treatment must be as-
1 sessed by every intake team in every out-patient clinic. In fact they must 
1 be assessed by every professional person who n:undertakes to re],ieve a patient! 
1or discordant personality characteristics which interfere with his satis-2:8 
factory adaptation to a world of people and events •" A review· of current 
II literature on treatment of patients offers a wealth of material on e; oals and 1 
methods of treatment but a dearth of material on how one determines a patient 
,j 
treatable. M0s t authors approach the subject obliquely if at all, and the 
1 
reader is left to his own inferences,. 
27 Unpublished paper by writer, "Reorganization of I,.,take at Boston 
Mental Hygiene Clinic9 lli Presented January 29, 19)1 at meeting 
of ·Ghe Chief Psychiatrists of the Veterans Administration Mental 
Hygiene clinics i n the New England Region. 
2:.8 Kenneth Mark Colby, M.D. ! Primer for Psychotherapy, p.J . 
27 
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Freud said that persons with "narcissistic neuroses"' (psychoses) had 
1 no capacity for transference or only insufficient remnants of it and that 
29 
process of cure could not take place. However, he did pred:ic t eventual 
treatment if certain psychoanalytic techniques; could be developed. 
Dr. I:enneth Colby in his Primer for psychotherapy discusses ttwho is 
chosenn (for therapy). He says, "Psychotherapy is not for everyone. • • 
Hence one should have some idea about which patients t o send away and which 
30 
to attempt to treat. n He quotes Freud, who said that a suitable person 'I 
for psychotherapy was one with "'a reasonable degree of education and a fairly jl 
reliable character."' Dr• Colby gives examples of two abstract types which 
he. calls "Most suitable type" and "Least suitable type11 • Some of the pa-
tientr 8 qualities of treatability in his "Most suitable typelli he describes 
I 
I 
I 
I 
I 
! s n·articulate and irraginative in expressing h:im.self11 , liability to grasp an- \I 
otherrs almost purely verbal communications,n nachievement in a competitive 'I 
job or social g roup," "objectivity," "ability to grasp the idea of participat 
I 
· ng with the therapist to fonn a team engaged in joint effort •11 Some of the ! 
ualities which would keep a patient from being treatable he describes in 
his "Least suitable type" as "Low or below average intelligence and is gen-
rally unthinking in relation to himself," na speech or hearing handicap," 
'reality sense severely impaired, n "unreachable through words . " 
29 Sigmund Freud, On Narcissism. London: Hogarth 
Pres s, 1946. 
30 Colby , op. cit, P . 3 
There have been attempts to determine a patient's treatability by 
psychological testing, and Saul Rosenzweig i n his book, Psycho- diagnosis, 
stresses the treatability of the total man through examination of his in-
tellectual factors and personality factors, as against basing treatability 
31 
on diagnosis alone. It might be pointed out here th:l. t it was not too 
long ago that a patient's diagnosis was of considerable importance in the 
assessment of treatability. Schizophrenics, who form the largest per cent jj 
in the diagnostic category, were for the most part not considered treatable. 
"Harry Stack Sullivan attacked the excessive attachment to diagnostic labels 
and the r igidity inherent in thinking of sub-types of schizophrenia as 
32 
fixed and immutable categories." Fortunately, there is currently less 
emphasis on the use of diagnostic categories to establish a patierrtr s 
treatability. 
33 
From the writert s experience and clinical observations there are 
three major factors that affect a patient's suitability for treatment in 
an out-patient clinic. 
First, and most important, the patient's ability to form relationships. 
can the patient form meaningful relationships in new situations? 
Second, Verbalization: Is he able to carry on a verbal interchange 
with the therapist? 
31 Saul Rosenzweig with Kate L. Kogan, Psycho-diagnosis , pp l57-188 . 
32 Leon Brill, "Changi ng Viewpoints i n the Casework Treatment of 
Psychotic Patients, 11 Journal of psychiatric Social Work, 
Vol. XXI, June, 19.52, No. 4, P-. 167 --
33 Writer was Supervisor in Char ge of Intake at the Boston Mental HY-
giene Clinic from October, 1949 to September, 19.52. 
I 
Third, Availability: Is the patient able to get to the clinic? 
These three t reatability factors are important in relation t o the 
treatability of the twenty-seven service-connected pa.tients who are eligi ble 
for veterans Administration out-patient ment al hygiene care. 
In examining the relationship factor, all of the seventeen patients 
were able to form relationships outside the home. The Social Worker worked I 
directly with thirteen of the seventeen, and in only four cases was the 
casework relationship primarily with a parent or spouse. In the added area 1j 
of employment relationships, eleven of the seventeen were employed, and 
three were able to apply for employment. Only three showed no interest at 
all in employment . Therefore, as a g roup, t he se seventeen available pa-
tients with ability to verbalize are for the most part able to form meaning-
ful relationships and could be considered treatable. 
Most usually pat ients at a non-verbal level would not be on trial 
visit. Of the seventeen service-connected, available patients under study, 
there were none found grossly disturbed in their psychopathology. 
Ten of these patients have an Orbit of Soci alization o.f Confined to 
Home. This, of course, rules out care in an out-patient clinic since pre-
sumably such patients would not go to the clinic. The remaining seventeen 
patients Whose Orbit of Socialization ranges from Outside Limited to Outside \ 
Plus would presumably be available for treatment. 
Motivation for treatment is the patientts conscious attitude to treat-
3 
ment. It depends basically on an understanding of why he has come to the 
34 For purposes of this study, unconscious motivation f or 
treatment will not be explored. 
I 
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clinic and what he expects from treatment . It implies an acceptance of his 
illness and the feeling that if he accepts treatment he can be helped. 
This is ngooon: motivation. However, even the most willing patients have 
some repressed resentment at coming for treatment, and one cannot expect a 
completely positive motivation. I 
I 
In a veterans Administration Mental HYgiene Clinic one of the most I 
. II 
common examples; of tttpoor" motivation is what is termed colloquially ttpens1on-
1
! 
I• 
itis". This is a patient who comes for treatment because he feels it will I 
I 
increase or in some way help his pension. These patients, even though they 
may be eligible and treatable, soon decide that they do not want treatment 
Yl'hen it is made clear to them that coming to the clinic will have no effect 
on their pension. 
Another common example of ntpoorn motiv-d.tion for treatment is the pa-
tient who comes in because he was told to do so. This has usually been in 
the nature of a threat used by a wife or parent to get the patient to change 'j 
his behavior. When it is made clear that the patient has to come volun- 1j 
·' 
tarily and because he wants treatment, this type of patient usually decide$ 
1 
not to return. 
K. patientts motivation should be explored initially; otherwise, it 
means an economic loss to the clinic in cancelled or broken treatment hours •. 
patient suitable for referral for continued, out-patient, psychiatric care 
in a clinic such as the veterans Administration Mental H~iene c1inic?" 
3l 
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The patient is definitely treatable if his motivation is 
good . I am not certain of that. 
The patient is in remission and is well content with 
himself. When he is ill he requires hospitalization. 
The patient failed to respond when out-patient care 
was suggested, so I decided to leave well enough alone . 
He is known to the Boston Veterans Administration Mental 
Hygiene Clinic and is not considered treatable . 
patient has been referred to the Veterans Administration 
Mental Hygiene Clinic in Boston. 
I thought he would benefit more from a supportive rela-
tionship with a Regional Office Social Wollier than from 
psychotherapy. 
It takes her too long to build up a relationship. She 
would return to the hospital for help first . 
It is a question of treatability. I doubt that he would 
accept referral or keep appointments . 
Already a patient at the veterans A&Jlinistration Mental 
HYgiene Clinic in Boston. 
He has had several trial visit period~ before this one 
and always returns to the hospital when hers ovenvhelmed. 
His motivat:i_on is poor. He cantt accept his illness. 
He saw no reason for his being in the hospital at all. 
He would not accept referral. 
He is in remission and t here aeemed to be no need to refer 
him for out-patient care. 
These samples of the opinions of the Social Workers offer little evi-
dence that the patients in this study are well motivated for continued care. 
Yet with patients who appear to be treatable, one might inf8r some degree 
of motivation. It would seem that more intensive post-discharge preparation 
of the patient might be part of the arewer. 
Table 12 
POST-DISCHAffiE PLANNING 
Referred to Yes Nom.e 
Regional Office S0 cial Service 2 10 
Jewish Psychological Service l 0 
Veterans Administration Mental Hygiene Clinic, Boston 2 0 
Continued Hospital S0 cial Se~rice l 0 
Lowell Veterans Administration liental Hygiene 'Cli..YJ.ic l 0 
Total: 17 7 10 
Service-Connected veterans . 
The following is a case example of a patient who is eligible, treat-
able a1n reasonably well motivated for out-,atient care. 
This 31 year old, single, female was admitted to Bedford Hospital 
March, 1948. She came to the hospital at her own request be-
cause she felt ill and feared she mi~ht harm someone. 
The patient is the sixth of twelve siblings , the oldest ten all 
girls . The family lived on a farm. They were a musical 
family; five girls played professionally.. M0 ther was strict 
and rigid morally and she worried about the children. Father 
was unfaithful and the patient was aware of his infidelity. 
There was some question of his having tried to force incestuous 
relations on the patient, his favorite. 
The patient's early development was normal. Then during adoles-
cence the patient became over-religious. After high school she 
studied for the ministry but left college because of a scandal 
about her and a preacher . She never made an adequate social or 
economic adjustment after that. She enlisted in the service 
,, 
11 
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and for two years got along moderately ;veil . In 194 7 
she began to get restless, became depressed and had 
auditory hallucinations. The symptoms came on during an 
investigation of the unit for homosexuality. She was 
hospitalized from May, 1947 to August, 1947 and discharged 
only slightly improved. She stayed with a married sister 
out west for a few months and got along fairly well, then 
returned home where she remained until she was admitted to 
Bedford Hospital. 
When the patient went on trial visit, although she had. 
periods of bei.l'lg upset, she was able to attend s-ecr etarial 
s -chool regularly and attain honor grades . She subse-
quently went to work. The S:'Ocial Worker saw her once a 
week and described 1-.e r as friendly and cooperative and in 
good contact . She continued to have hallucinations arrl 
react to some extent, but in general she was in g ood condi-
tion and her function was unimpaired. She lived in Boston 
in a 1~ room apartment. She was able to make friends of 
both sexes and visit her home in New York during the holi-
days. 
This patient ~ one of the seventeen service-co~l'lected who are legally 
eligible for out-patient care at the Boston Mental EJgiene Clinic. We see 
This is a case example of a patient who is eligible but not suitable 
for referral to an out-patient clinic. 
This patient is a 22 year old, single, male who is the 
youngest of seven siblings, four boys and three g irls. 
He was described as a quiet, solitary child who did not 
wish to go to school. He never joined a g roup or a 
gang. He left school in the eighth grade. When he 
was seventeen his mother died of cancer, and after that 
the family broke up for there was litt le cohesion or unity 
in the family g roup. The patient waS drafted and served 
!I 
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a year and three months in an Army engineering unit 
in Anchorage, Alaska . At the time of admission to Bedford 
Hospital the patient was quiet and cooperative. He had 
gra ndios€ ideas, was ve~ verbal and had some paranoid 
ideas . According to his story, he was first hospitalized 
in service for hitting an officer . 
Vrhen the patient went on trial visit he lived with one 
relative after another. He worked irregularly as a kitchen 
helper. He got into difficulty because he did not get to 
work on time and sometimes did not get there at all, and 
would fail to notii'y his employer. When he got his 10(};~ 
compensation he gave up his job. 
His relationship to the S'ocial Worker was tenuous and he 
did not keep appointments with her . Finally he said that 
he would rather come out to the hospital to see her. 
This patient is eligible for out-patient Veterans Administration care , but 
in terms of his lack of ability to form relationships and his inability to 
keep appointments he would not be considered treatable. The Social Worker 
said, ttThe patient will go only so far in planning - then he completely 
loses interest and begins to break appointments . He requires a great deal 
of supportive case work •. He functions best in a hospital setting. 'tt 
'I 
All Veterans Administration out-patient clinics have a continuously 
heavy int,ake and the Boston Mental Hygiene Clinic is no exception • . However, '1 
the waiting period after the patient is accepted f or treatment is compara- I 
tively short. The Clinic endeavors to give each patient a return appoint-
ment before he leaves the c1ini c . If treatment hours are full he may be 
given a continued intake appointment as a holding device or he may be as-
signed for psychological testing or group therapy and later picked up f or 
individual therapy. 
Non-service-Connected Veterans 
The seventeen non-service-connected patients in the group studied 
--~~-
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showed no marked difference from the s ervice-connected ones in their treat-
11 ability and motivation for continued care . However, in contrast to the 
service-connected group the referral of these patients to an out-patie~t 
psychiatric clinic is considerably more complicated. 
psychiatric clinics in Metropolitan Boston have carefully limited I 
functions. Tvvelve of the largest adult out- patient clinics were surveyed 
and their procedures and policies outlined. 
Six of them will a ccept all neuropsychi atric disorders . 
Two of the l argest hospital clinics will accept only psychosomatic 
cases, and usually give preference to their own hospital cases. 
One clinic takes only mild anxiety complaints. 
Three are designed to treat alcoholics . 
35 
I 
I 
Three clinics limit their intake to very specific ge ographical a reas. I 
I 
Three have evening clinics but only one is open five nights a week. 
Of the twelve clinics, only five have more than one psychiatrist and 
in all they have only s~xteen full-time Social workers. 
Invariably, these clinics want to know the veteran's pension 
status to be certain he is not eligible for Veterans Administr ation care. 
35 Alonzo Hilliard - unpublished survey . 
"Function and Eligibility Requirements Dwolving 
Referrals to Community OUt-Patient Psychiatric ~linicsl• 
Boston Regi onal Office, Veterans Administration 
December ll, 1950. 
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Two of the largest clinics refuse veterans who have a claim waiting for ad- 11 
I 
"udication, since the claim might be ruled in the patientts favor and they 
1 
would then be eligible for Veterans Administration Mental Hygiene care. ']he 1i 
clinics point out that their small staffs and limited facilities make it 1 
necessary to restrict their intake. This statement is undoubtedly correct, I 
II but it means a waiting period for care for the non-service-connected veteran .1 
which ma~r last for months. Ill 
Some clinics' close intake when they have reached treatment capacity, II 
also some close for a month or two in the summer. If a veteran is ready 
for referral when a clinic is temporarily closed, it may be two to three 
months before he is given his initial appointment . 
,, 
I 
II 
Such variety of procedure and policy puts an added burden on the d 
II 
casework load of the hospital Social Worker who is responsible for the post-
1
1 
II discharge care of these non-service-connected veterans. S'he has to fit the 
patientrs diagnosis to the particular clinic, be certain that he lives in 
the correct geographical area, know whether or not he has a claim being ad-
judicated, and take into consideration the time of year at which he will be 
ready for referral. Once these factors are clear, and providing the pa-
tient will accept referral, she is ready to interpret some of the clinic's 
I 
,, 
II 
limitations and to prepare the patient for the paying of a fee. S'he must I 
, I 
I get the patient's written permission to give the conummity clinic information' 
about him, then finally prepare a sunnnary of his medical, social and in-
dustrial histor.y to complete the referral. All of this is based on the as-
sumption that the comrrnmity clinic is not too crowded to accept the patient, 
which is not infrequently the case. 'When the community clinic cannot accept !: 
II 
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the patient, the result is that the patient is either kept in the hospital 
too lon~ , or retu~ne d to the community without supervision and possibly 
loses t he gains he made in the hospital. Either way it imposes an economic 
loss on society. 
In summary t hen a patient vrho is cl.ischarged from trial visit and 
needs or wishes continued care , is suitable for out-patient psychiatric 
care. 
If the veteran is service-connected and is treatable and reasonably 
well motivated, he can get continued care at a veterans Administration Menta 
Hygiene Clinic within a comparativel y short pe riod of time . 
If he is non-service-connected, his elig i bility and acceptance for 
community care depends upon the policies and procedures of the various 
community clinics and their current case load. 
If he does not live in a metropolitan area, he has little chance for 
either veterans Administrati ::m or community out-patient care. 
I 
I 
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Chapter rv 
S1.nvE•JA .:.tY AND CONCLUSIOJ\S 
T_his study has undertaken to survey closely the work done by Social 
Service with trial visit patients. It has examined ways in which patients 
adapt to the community and how S.ocial Service helps i n their adaptati on. 
It has examined the suitability of trial visit patients for psychiatric out-
patient care and the care available for patients discharged fron trial visit. I 
The forty-four patients in this study from the point of v~ew of 
general characteristics present a usual picture of patients on trial visit 
from Bedford Hospital. The group is predominantly male and single. Most 
of them receive a serv~ce-co~Dected disabilit.y compensation. The majority 
have been hospitalized from three to nine years, and the most frequent 
diagnosisj is schizophrenia. 
The adaptation of these patients to the community was measured in 
terms of their ability to form relationships •. half were able to relate 
outside of their immediate home environment. These relat ionships were 
varied and ranged from visits to close friends and relatives to attendance 
p.t church and social functions. Employraent relationships seemed to be more 
~ifficult for them, and unless the employer was "understandin..g" the slightest 
p..nattention was interpreted as complete rejection •. This usually led to 
multiple jobs and a poor work record, and the ~tient frequently feared at-
vempting other work relationships • It is interesting that, of the patients 
II 
II 
I 
II 
I 
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who were substantially employed, nearly all made good relationships else-
where. 
In an attempt to find out how Social Work benefits patients we 
looked at the media or specific reality problems through which the patient 
was helped. Employment was the most frequently used, yet that was not a 
necessarily successful medium with trial visit patients. Perhaps it is 
I 
used most frequently because it is a culturally accepted area of helpfulness . 
Another mediwn frequently used was help with family problems. One might ex-
pect to find an even wider use of this medium since the patient is often 
only one representative of a sick family. The non-specific media ·were 
particularly interesting in t hat they showed generalized case work relation-
sM.ps, rather than focusing on any one area. The case worker supported the 
I 
patient in a number of areas at the same time, and since the trial visit p3.- I 
tient•s problems in adaptation extend in many directions at the same time, 
one might expect that this technique would be particularly helpful. The 
patient was t he figure that the S0cial Worker ·most frequently worked with. 
ll 
This points up the fact that the majority of the patients were able to as-
sume a certain responsibility for themselves which being on trial visit ~ 
plies. It also i ndicates the patient's readiness to live in the community 
and reflects the careful pre-planning for trial visit. The factors which 
seemed to avert the patient's return to the hospital were case work rela-
tionships and regular and frequent Social S8 r vice contacts. 
Patients who are di~charged from trial visi:b often need continued I 
psychiatric help in an out-patient clinic to retai.1'1 the level of adjustment !I 
they have achieved. Suitability of a patient for such treatment is based 
II 
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1 
on eligibility, treatability, and motivation. Treatability is primarily 
I 
j based on the patient' s ability to f orm relationships, while mot ivation is 
j1 his attitude to treatment. The patients in this study were f ound to be 
ltraatable with a questionable degree of motivation. Some patients had a 
serrice-cormect ion for their disability. They are eligible for care in a 
Vete rans Acl'lri.nistration Menta l H .... rgiene Clinic such as the one in Boston. 
:..' -
I 
IThose whose disability is not service-connected a re eligi ble f or referral to I 
ja commQDity psychiatric out-patient clinic. A service-connected patient 
who goes to the Boston Veterans Administration Mental HYgiene Clinic, and 
who is accepted for treatment, is fitted into the clinic schedule as soon as 
I a treatment hour is available; t his may mean a wait i ng period of a fevY days 
I 
I 
!to a few weeks. If a non-service-connected veteran applies for care in a 
community psychiatric clinic, acceptan ce for treatment will depend on the 
,I 
1: 
I 
II 
J individua l clinic 1 s ca :r·efully li.rnited policies and procedures and their case 
1 load , and there is often a long waiting period . I 
Conclusions 
I 
! Hospital patients discharged from trial visit are suitable for out-
I patient care but not necessarily suitable for referral to a Veterans- Admin-
l istrat ion Uental Hygiene Clinic or community out-patient clinic. 
I 
I 
I. t lln o 
1. It cannot be assumed that trial visit patients will always fit 
a treatment program such as an out-patient psychiatric clinic which is 
II 
set up primari ly for treatment of neurotics. One can be misled in thinking l 
of a progressive continuity of service for t hese veterans, ie., hospita l -7 to I 
! 
I 
Even if a hospital pat i ent 
1
1 jtrial visit -1 discharge -? out-patient clinic. 
! • 
lS treatable and. well-motivated, he appears sicker than out-patient patients. 
I 
~i~--=-~ 
!I 
li 
in a clinic setting, and the neurotic patient is apt to be given preference 
1 for treatment . 
2. A hospital patient's primary attachment is to the hospital set-
ting; therefore it would seem reasonable t.o conceive of trial visit clinics 
attached ·to hospitals . These clinics might be semi-mobile, and have in con-
junction with the parent clinic a mobile unit consisting of ap~chiatrist, 
social worker and psychologist which would cover territory on a regular 
monthly schedule. 
3. Veterans Administration out-patient care is more extensive ru1d 
more efficiently set up to handle the increasing numbers of mentally ill 
patients than community clinics . A service-connected veteran has a better 
and more immediate chance for treatment than a non-service-connected 
veteran who has to depend on community clinics. 
4. All available psychiatric out-patient care is concentrated in 
metropolitan areas, so that veterans Administration hospital patients who 
are drawn from regional areas are apt to encounter geographical limitations. 
A mobile clinic could afford them care which otherwise would not be avail-
able . 
The broader social and economic aspects of treatment of mentally ill 
patients are apt to swallow up the earnest "little" efforts of scores of 
professional people who sincerely seek the answers to such questions as 
this group study propounds. Yet it is from such painstaking work that the 
answers come. It is to be hoped thAt this study will open the door to 
further questions and answers •. ---~..........., ' ' ~1(~_:;:i= 
Ri chard K. Conan~ 
Dean 
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TRIAL VIS rr STUDY 
VAH, BEDFORD 
I. IDENTIFYD~G DATA 
1. Name 
------------------------ -----
2. Age 
-----~--
3. Sex (Check) M ___ _ F 
4. Marital status (check) 
H S '!' D 
- --·- -- ··- - ·--
5. Years since f irst hospitalization 
----·-----
6. Date of last admission 
--------
7. Diagnosis 
----------· 
8. nates of trial visit 
:9eginning Ternunatio_n ____________________ __ 
By readmission (date) 
By discharge ----(date) 
Extended beyond 1 yr (check) 
9. Monthly Income (designate amount) 
Service-connected 
Non-service-connected 
Other -----------
None 
Total 
-------------------------
II. PATIEIT AND COMMUNTIY 
1. Residence (check one) 
A. At home 
Spouse 
parent -----------
Other Relative 
B. Room 
~--------------c. On job 
------------D • Family care 
------E. Other 
-----------
II. PATIENT AND COMMUNITY (continued) 
2. Emplo~rment (check one) 
A. Regular work 
B. Irregular work 
c. Not employed 
1. Looked for 
z. Not looked for 
D. School 
1~ Academic 
2. Vocational 
3. Orbit of Socialization (Circle one, 
A. Confined to Home 
B. Limited Outside 
c. Normal Contact 
4. kppearance (describe) 
5. Sexual Adjustment (describe) 
then des.cribe) 
6. psychotic Symptomatology (Circle one and describe) 
A. Hallucinations 
B. Gross Delusions 
c. Mild Delusions 
D. Affective Disorder 
E. Complete Remission 
F. Other (non-psychotic) 
III. WORK YITTH PATIENI' 
1. Intensity of Contacts (check and describe) 
A. M0 re than once a month 
B. Once a month to once each two months 
C. Every two months or less often 
2~ Location of Contact (check one) 
A. In home 
B. Other ( d-e-s ..... i g_n_a....,t,....e""") __ _ 
3. Social Worker on Trial Visit 
Same as in hospital (check) 
Yes No 
--
48 
III. WORK 'WITH PATIEN!' (continued) 
4. case Work Medium (circle and describe) 
A. Employment 
B. Somatic complaint 
C • Marital or parent,;.. 
child relationship 
n. Other 
5. A. Figures. worked 'With (designate) 
B. Predominant Figure 
(describe) 
6. Evidence that hospital return was averted (describe) 
7. Use of social agencies. during trial visit (describe) 
B. post-discharge planning (describe) 
IV. GENERAL COMMENI'S ON WORK DONE WITH PATIE11T BY SOCIAL WORKER, HOSPITAL 
PERSONNEL, REL.J\TIVFS, AN;D COMMUNTIY RESOURCES: 
BOSTON UNIVERSITY 
SC~OOL O F SOCIAL WOR!( 
LIBRA RY 
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